Objectives: Effective reassurance of patients reporting symptoms, for which no clear etiological origin is available, is one of the most important challenges in the early phases of nonspecific back pain. However, there is a lack of empirical studies on the effects of reassurance and, also, the effects shown were small. Improvements are needed with respect to the process of physician-patient interaction and to the methods used by the physician.
P ain, such as low back pain (LBP) or headache, normally demands attention when interfering with certain ongoing activities in daily life. When people at first glance fear serious disease, they will consult their physician to clarify the cause of pain. As the pain is experienced in the body, patients suppose some organic causes the physician might detect. One of the main goals of patients is release from their pain to return to their normal activities without further disturbance.
In most cases of LBP, pain is apparently not caused by any serious pathology, such as fractures, neoplasms, spinal infections, or a serious disk prolapse. More than 80% of the patients report pain of unknown cause labeled as "non-specific LBP." 1, 2 Instead, psychosocial factors are shown to predict and maintain chronic LBP, explaining part of the variance. Consequently, research in the recent decades has indicated a change from a purely "organic injury model" to a "biopsychosocial" understanding of the condition. Furthermore, several systematic reviews suggested a good prognosis for acute nonspecific LBP without invasive treatments. 3 As a practical consequence, numerous national and international guidelines for the diagnostics and treatment of LBP correspond in their central recommendations: (1) after a clinical examination, which rules out so-called "red flags" (any signs of possible serious diseases), no further diagnostics, such as x-ray or magnetic resonance imaging (MRI) are necessary. ( 2) The adequate information of the patient includes reassurance about (a) the benign nature of their symptoms, and (b) the good prognosis during the next weeks and months, and (c) that pain will be resolved spontaneously in the majority of patients. 3 Patients are encouraged to maintain or return to their normal level of activities and avoid bed rest.
Consequently, reassurance techniques are most important in primary care of nonspecific LBP. As Linton et al 4 pointed out in their topical review, the term reassurance refers to a process taking place during the interaction between the caregiver and the patient, method referring to the kind of information, instruction, or persuasion, and the outcome referring to whether the patients worries will be reduced and the recommendations will be translated into action in daily life.
In the first part of the following review we will show that there is a surprising lack of empirical studies on the effects in consultations in primary care. There is sufficient evidence to suggest that some techniques are important and impact on short-term, and even on long-term, outcomes. However, the effects are mostly small, often transient, and even paradoxical effects are reported. Therefore, there is a need for more effective models of reassurance in pain management. In the second part, we introduce the distinction between cognitive and affective modes of reassurance, and describe the evidence for their unique contribution on patient' outcomes. Finally, we question the validity of common messages that are recommended and used by clinicians in reference to adequate levels of activity. In synthesis, recent research indicates the need for better tailoring of reassurance interventions to specific subgroups of patients with LBP.
THE EFFECTS OF CURRENT REASSURANCE INTERVENTIONS
A recent systematic review of reassurance in primary care 5 identified 16 studies that measured what clinicians did in the consultations and analyzed these interactions in reference to patients' outcomes. The review was limited to symptoms for which there is no clear etiological pathway and prognosis and treatment response are variable. Symptoms that require frequent testing, monitoring, and management by clinicians were excluded, thus making the evidence relevant to LBP, although only one study was found that focused exclusively on this group. Of importance, the analysis was based on a published model 6 of persuasive reassurance, that splits clinicians' reassuring behaviors into 2 groups: affective reassurance, which includes the sets of messages and communications that aim to increase rapport, communicate empathy, and give patients a generic message that they are heard, cared for, and things will turn out right. Cognitive reassurance, in contrast, is an educational neutral type of communication, in which explanations are given, possible prognosis and treatment are discussed, and clarifications are offered. The authors of the original model maintain that patients engage with one or the other but cannot process both types of reassurance simultaneously. This, they argue, is because when affective reassurance is offered, patients respond by reduced anxiety and the sense that the clinician will "take care of them." This will impact their willingness and ability to work to take on the information offered through cognitive reassurance, which is slower to process and demands more effort. Thus, Coia and Morley 6 argue that when the patient is subsequently away from the consultation and the problem rises again, they have no new tools to deal with it, and they are left in a cycle of dependency and helplessness.
Pincus et al 5 set out to examine the model in primary care by including only prospective studies that measures consultation components in a way that enabled their categorization into cognitive or affective reassurance. The review's findings are intriguing. Although there is a plethora of narrative publications on patient-centered consultations, the review found only 16 empirical-eligible studies, of which 8 were considered to be of good methodology. Affective reassurance was inconsistently associated with patients' satisfaction and sense of enablement at consultation exit, but 3 high-methodology studies found an association with higher symptom burden and less improvement at follow-up. Cognitive reassurance, in contrast, was associated not only with higher satisfaction and enablement and reduced concerns directly after the consultations in 8 studies, but also with improvement in symptoms at follow-up in 7 studies and with reduced health care utilization in 3 studies.
OPTIMIZING THE PROCESS: THE IMPACT OF AFFECTIVE REASSURANCE
Jumping to the conclusion that affective reassurance is bad for patients would be ill-advised. The review authors caution that early stages of the consultation in which patients' concerns need to be elicited through sensitive questioning and listening will require empathy and rapport to create trust. They go on to state that it is not known whether cognitive reassurance can be provided without affective reassurance and highlight the possibility that the findings for affective reassurance may be a result of a third variable, some risk factor for poor outcomes that practitioners respond to by providing more affective reassurance. Although more research on affective reassurance is needed, the clear message from the review concerns the positive impact of giving clear information that is acceptable to patients. How to do so in the context of uncertainty about etiology, prognosis and treatment that best matches the individual patients' needs remains a mystery and should form priority for research. What is clear, although, is that a uniform message to all patients is inadequate, and for subgroups with high risk for the development of chronic pain problems, generic messages about expected recovery will constitute false reassurance.
OPTIMIZING THE METHOD: INDIVIDUALLY TARGETING PATIENT REASSURANCE
On the basis of recent evidence, we question the validity of current information on prognosis and physical activity and we discuss in more detail whether providing all patients with the same information will be still appropriate. We furthermore suggest integrating information on the biopsychosocial nature of nonspecific LBP into the process of reassurance.
Good Prognosis: Only Valid for Patients Without "Yellow Flags"?
The kind of information, primary care physicians are suggested to consider by current guidelines, concerns primarily negotiations: there is "no" serious disease, "no" MRI is necessary, and "no" bed rest is indicated. Consequently, patients are encouraged to keep their level of activity and wait, because the prognosis would be good in terms of reduction of pain in most patients. Thus, although the patient experiences pain, which can be severe, they leave the practice without valid information or adequate tools to deal with their pain and its consequences. Cases in which the pain will diminish within a few days might not be a major problem. However, in cases in which pain persists, the patient might feel let down by their clinician and starts distrusting their clinical decision. This in turn may lead to further health care utilization and searching for a justification for the pain, often through requests for tests such as MRI. The question arises whether the latter case is so seldom that it may be neglected. Current rates of disability and costs for LBP suggest that this scenario is not rare. 7 In fact, although current guidelines suggest that acute LBP will resolve spontaneously within a few days or weeks in >90% of the patients, 3 more recent prospective studies indicate a significantly higher rate of pain problems during the year after onset of acute pain. For example, Hestbaek et al 8 published a systematic review including 36 prospective studies in primary and secondary care indicating persistent or recurrent LBP at 1 year follow-up in 42% to 75% of the cases. More recently, Itz et al 9 reported data from a review of 11 studies in primary care. Considering recovery as total absence of pain, 71% of the patients still reported pain at 12-month follow-up. Using less stringent criteria, 57% were evaluated as not recovered. The authors argue that the difference between these reviews and guideline recommendations is based on differences in outcomes and study samples. The evidence of a good prognosis was primarily based on studies in occupational medicine using outcome criteria such as "return to work," "pain-related disability," or combined criteria. Thus, patients who returned to work despite pain, even despite severe pain, were assigned as recovered.
Given the high rate of recurrent or persistent pain during the first year after onset of acute LBP, adequate reassurance should address the problem of ongoing pain in subgroups of patients. As there is convincing evidence from several systematic reviews that 10,11 psychosocial risk factors, such as emotional distress and maladaptive coping with pain, have a significant impact on the maintenance of acute/subacute nonspecific LBP, both eliciting and giving information should include known maladaptive pain responses. Ideally, clinicians should also offer adequate models of the possible development of chronic pain. [12] [13] [14] [15] For example, there is evidence that cognitive pain responses, such as catastrophizing and helplessness/hopelessness, ongoing with high pain anxiety and fear of (re)injury will increase the probability of future pain and pain-related disability. 16, 17 In contrast, cognitions such as thought suppression and distraction from pain are also described as high risk factors in sciatic pain 18, 19 as well as in nonspecific LBP. [20] [21] [22] On a behavioral level, there is evidence not only for the role of avoidance behavior leading to chronic pain and disability, probably mediated by physical disuse, but also for the role of marked endurance behavior, which is maintained despite severe pain. 19, 21, 23 The avoidance-endurance model (AEM) conceptualizes both extremes, fear avoidance versus endurance as maladaptive pathways leading to ongoing pain in long term by physical underuse or overuse/overload. 12 Using a short AEM-based screening method, 24 Hasenbring et al 21 investigated 174 primary care patients with subacute LBP at the start of their outpatient treatment and 6 months later. Subgroups with marked fear avoidance or endurance pain responses revealed significantly more pain than an adaptive subgroup. In summary, current recommended reassurance messages, which focus on offering information on a good prognosis of LBP, seems to be adequate only for patients showing low levels of distress and an adaptive pain response pattern but may be inadequate or even counterproductive for several other patient groups.
Return to Normal Activity: What is Normal to Whom?
Current reassurance interventions in acute LBP involve encouragement of the patients to maintain or increase their level of physical activity in daily life. These recommendations are mainly based on results of randomized controlled trials comparing the prescription of bed rest with the encouragement to stay active. 3 In most studies, outcomes indicate better results for activity maintenance, although the level of activity patients had actually engaged in was not measured. As the prescription of bed rest is pretty consistent, but levels of activity differ vastly between people, it is safer to interpret the findings as indicating that bed rest is bad for patients, rather than that maintaining activity at prepain levels is beneficial. This latter interpretation is also in contradiction with findings from studies showing physical activity as positively related to LBP, especially when accompanied with high spinal load. [25] [26] [27] [28] In 2000, the International Paris Task Force on Back Pain provided some evidence on high versus low levels of physical activity, both linked with LBP, suggesting a U-shaped relation between activity and LBP. 29 Analyzing cross-sectional data from a Dutch population-based sample of >3000 patients with chronic LBP, Heneweer et al 30 supported this hypothesis at least for female patients. Sedentary behavior and an overall low physical activity level assessed by self-reported data revealed an increase in LBP similar to a very high level of activity, whereas a moderate level was associated with less pain.
Furthermore, there is a recent line of research investigating the relationship between pain-coping responses, the level of physical activity, and pain outcomes. [31] [32] [33] Using objective accelerometer-based measurement of physical activity, there is preliminary evidence that patients showing marked fear-avoidance behavior display high pain and disability and a low level of general physical activity, as well as a low level of static load positions such as forward bent sitting or standing. In contrast, patients showing marked endurance pain response pattern revealed highest levels of pain intensity accompanied with significant higher levels of general activity and static postures compared with fear-avoidance patients and, also compared with an adaptive group. 31, 34 The adaptive group has shown moderate levels of self-reported avoidance and endurance and the lowest levels of pain intensity and disability besides moderate physical activity. 21 Taken together, there is growing evidence that some subgroups of patients with LBP run the risk of developing persistent pain, related not only to low levels of activity but also in relation to very high level of physical activity. Until now, there have been difficulties in the definition of a level of overactivity and/or underactivity in general and to recommend strategies of pacing activities in daily life. 35 One solution might be the assessment of adaptive or maladaptive pain responses encouraging fear-avoidance patients to increase their level of activity while recommending pacing strategies, including short breaks for rest and relaxation to endurance patients. Maintaining their normal level of physical activity might be adequate solely for an adaptive subgroup as discussed above. 34 In sum, inflexible recommendation of high levels of exercise and activity do not appear to benefit patients. Indeed, there is emerging evidence that many practitioners endorse short breaks from normal activity (including work) to allow for healing and sufficient time to engage with rehabilitation. 36 The Role of Individual Targeted Reassurance in LBP Screening for psychosocial risk factors in patients with acute/subacute LBP and the development of individual targeted interventions is realized within several concepts of cognitive-behavioral education and treatment (see review 21 ). The question arises whether the process of reassurance provided by the primary care physician may be improved when based on a yellow-flag screening and using individually targeted recommendations. To our knowledge, there is preliminary evidence that providing patients with subacute LBP with their individual AEM-based risk pattern and discussing possible ways out of these response patterns within a short session of 15 minutes duration leads to significant reduction of pain and disability with moderate effect sizes, even 12 months after the first consultation. 37 These results fit well with new evidence on the role of cognitive reassurance for patients described above. 5 As these results are rather promising, further research in large patient samples needed to improve reassurance interventions based on individual patterns of pain cognition, affect, and behavior. adequate tools to deal with their pain and its consequences. This topical review has shown that reassurance consists of both cognitive and affective components. However, further research is needed to determine the coordination of both parts to increase symptom release, well-being, and lowering health care costs. We further demonstrated that information based on current guidelines should be updated regularly to create valid recommendations for patients. Specifically, information on prognosis and on adequate levels of physical activity should address recent research indicating the necessity of a practice of individually tailored reassurance. Too low but also too high levels of physical activity mediated by maladaptive individual pain-coping behaviors may afford a differential concept of reassurance instead of generic messages. There is a need to investigate whether individually targeted measures of reassurance lead to better patient outcomes than generic information.
